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Time and Motion ECONOMY in 


DENTAL PRACTICE ADMINISTRATION 


EDGAR M. MILLER, D.M.D., Lowville, New York 


DIGEST 

Modern dentistry requires the 
utilization of all the improved 
equipment available and also the 
services of a staff of professional 
assistants. In addition to these 
basic requirements for the pro- 
duction of superior dentistry in a 
definite number of work hours, 
the work area should be specifi- 
cally designed for this purpose. 
This article presents information 
concerning the necessary arma- 
mentarium and the techniques 
involved in time and motion 
economy in a modern dental 
practice. 


Basic Premise 

Dental practice administration has 
been defined as “the orderly arrange- 
ment and administration of all the 
useful facilities and services needed 
for a productive, professional life.”* 
This includes the utilization of per- 
sonnel and equipment in such a man- 
ner that the dentist performs only 
those duties which he alone is licensed 
to do. This is the basic premise of mo- 
tion and time economy. It is assumed 
that for efficiency the personnel will 
include at least one full time chair as- 
sistant. Secretarial duties, scheduling 
of patients, telephone services, billing 
and financial transactions necessary 
in the modern dental office require the 
services of a full time receptionist. 
This permits the dentist to concentrate 
on the production of superior dentis- 
try while his chair-side assistant or 
assistants can devote their entire at- 
tention to the dental operatory proce- 
dures and the comfort of the patient. 
With a staff of three or four properly 


1Hillenbrand, Harold: Practice Management 
and Principles of Ethics, Northwest D. 31:59 
(April) 1952. 

2Miller, Edgar M.: Registered Clinic, Time and 
Motion, Greater New York Dental Meeting 
(Dec.) 1960. 
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trained assistants a day of seven work- 
ing hours should result in six hours of 
productive dentistry. The efficient den- 
tist should be able to complete enough 
dentistry so that his average hourly 
week need be no longer than 30 chair- 
side hours. 


Work Space Lay-out 

Work simplification has been spon- 
sored by many large industries. Fig- 
ure 1 shows the basic lay-out designed 
by an engineer from General Electric 


Company, Alex Stefanik, and adapted 
for dental operatory procedures by 
Edgar M. Miller, D.M.D., and John. 
Miller, D.M.D. The underlying con- 
cept in this type of work lay-out is that 
the area of operation, the patient's 
mouth, is the focal point for both the 
dentist and the dental assistant and 
that all dental operations pertain t0 
this point. 

Characteristic Movements — The 
dentist in his seated position on the 
patient’s right is permitted Class I and 
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Dental operatory design. 


ll movements as outlined by the semi- 
circular arcs for the right and left 
hand. The dental assistant seated on 
the left of the patient is permitted 
(lass I, II, and III movements desig- 
nated by the circular arc. 

Surplus Movements Eliminated— 
The transfer area, that is, that area in 
which the dentist may put down an in- 
‘trument, his assistant may pick up an 
instrument, or hand him an instru- 
ment is the shaded area directly in 
front of the patient’s mouth. Since pa- 
lients receive all forms of dental treat- 
ment in a fully reclining position they 
are unable to view the instrumentari- 
um in the transfer area. All dental in- 
‘uments and dental materials enter 
the patient’s mouth from the front; 
therefore, cross handed motions, dou- 


ble manipulation, and body twisting 
ae eliminated. 
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Operatory Design and 
Accessories 

From the basic work lay-out the 
operatory design was developed as 
shown in Figure 2. The mobile work 
counter and bracket table, modular in 
shape and design, surmounting the 
unit base is pivoted at a point near the 
right wall of the operatory to allow 
the patient to be seated in the chair. 

Dentist is Seated—Patients are ad- 
mitted and dismissed from the left side 
of the chair only, thereby enabling the 
dentist to remain seated comfortably 
on the stool. 

Bracket Table in Position—When 
the patient has been seated in the 
chair and the chair fully reclined, the 
bracket table is brought into the oper- 
ating position shown in Figure 2 and 
the dental procedure is begun. 


Highspeed Handpiece Used — The 


handpiece located on the right side of 
the bracket table is the only instru- 
ment on the dentist’s side of the trans- 
fer area. This handpiece is an air- 
driven high speed handpiece used ex- 
clusively in wash field dentistry and is 
the only handpiece used for all opera- 
tory and surgical procedures in the 
mouth. Mounted as shown in Figure 3 
the handpiece is convenient and with- 
in easy reach of the dentist’s right 
hand. 

The Triple Syringe—On the other 
side of the bracket table is mounted 
the triple syringe, an important and 
necessary piece of equipment in the 
modern dental operatory. This is at 
the immediate left of the dental as- 
sistant as she is seated or standing in 
her chair-side position during an op- 
erative procedure. 

Aspirator Hose—On her right at- 
tached to the back of the chair is the 
aspirator tip in place. The competent 
use of such equipment requires a high 
degree of ambidexterity in the dental 
assistant. 

Radiographic View Box—Immedi- 
ately in front of the patient and on the 
right of the dentist is the radiographic 
view box. This important adjunct to 
operative dentistry is in a position 
where the operator may, without re- 
moving his hands or instruments from 
the patient’s mouth, perceive at a side- 
ward glance the extent of carious de- 
struction of the teeth involved in the 
next operatory procedure. In fact, 
when his assistant has positive retrac- 
tion and quadrant and half mouth 
dentistry is being undertaken, the den- 
tist may at times quickly glance at the 
radiographs and return to the mouth 
without removing his foot from the 
floor switch that operates the air-driv- 
en handpiece. This procedure, once 
thought dangerous, is now acceptable 
and is perfectly safe because of the 
presence and aid of a capable dental 
chair-side assistant. 


Transfer Area and 
Field of Operation 

On the bracket table is a dental op- 
erative tray (Fig. 4). This contains all 
instruments, wedges, cotton pellets, 
cotton rolls, and dental floss necessary 
for the placement of amalgam or sili- 
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cate restorations. In the bur block on 
the left are located the three or four 
necessary rotary instruments. These 
trays and bur blocks are duplicated 
identically with ten in each operatory. 
This makes it possible to sterilize only 
once a day; the tray set-ups are made 
ready for the complete day’s operative 
procedures. Special trays are also used 
for crown and bridge, root canal, oral 
prophylaxis, surgical, and periodontal 
procedures. 


Procedure Illustrated 

The operative procedures shown in 
Figure 4 illustrate the preparation of 
the lower right quadrant for the place- 


5. 
Operating position 


ment of amalgam restorations. Th 
dentist is shown with the air-driven 
handpiece in his hand while the assist- 
ant is retracting the tongue with the 
aspirator and has ready the triple 
syringe to dry the cavities immediate- 
ly upon completion for closer inspec- 
tion. This whole procedure may be 
done without the dentist removing 
either hand from the mouth. 
Procedure in Upper Right Quad- 
rant — Figure 5 illustrates the same 
procedure in the upper right quad- 
rant. Note that all quadrants are treat- 
ed under direct vision, the mirror in 
the dentist’s left hand being used only 
for tissue retraction and for inspec- 


same operative instruments as those 
shown in Figure 4; the aspirator in 
her right hand and the triple syringe 
in her left hand. This quadrant also 
may be completed without interrup- 
tion by intermittently drying the prep- 
arations for closer inspection. The 
dentist is seated comfortably looking 
directly into the field of operation and 
need make no unnecessary move- 
ments. 

Lower Left Quadrant Prepared—In 
Figure 6 is shown the preparation of 
the lower left quadrant; the dentist is 
retracting the tongue with a mirror 


held in his left hand while the dental 


view. 


tion. he ental a 
as 
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assistant is retracting the cheek with 


amirror held in her right hand mean- 
while using the aspirator in her left 
hand to remove water accumulating in 
the floor of the mouth and on the back 
of the tongue. 

Method to Dry Cavity—The secon- 
dary saliva ejector type of aspiration 
shown also serves not only to remove 
water from the floor of the mouth but 
to inhibit the patient’s desire to ex- 
pectorate. The triple syringe is then 
placed in its socket a few inches away 
from the dental assistant’s hand and 
may be picked up at any moment to 
dry out a cavity for further inspection. 

Minimum Motion Required for Res- 
lorations—When the cavity prepara- 
tion has been completed the simple 
placement of restoration materials 
may be undertaken with a minimum 
of motion. The amalgamator and the 
amalgam capsules, preloaded and col- 
or coded for 1, 2, or 3 portions of 
amalgam are located directly behind 
the dental assistant. She has only to 
lurn on her stool to select the proper 
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capsule, place it in the amalgamator, 
and return to the bracket table to pro- 
duce the material for an amalgam res- 
toration (Fig. 7). 

Area Reserved for Assistant — In 
Figure 8 a broader aspect of the oper- 
atory is shown and the relationship 
and proximity of the work areas in- 
volving the dental assistant. 


Equipment 

For those who are experienced in 
time and motion economy and dental 
practice administration this article 
may offer nothing new. For those who 
are interested but have not been able 
to adapt these methods to their own 
operatories the following equipment 
will be found useful: 

1. Stool—lf one has been tried and 
found to be unsatisfactory, select a 
different type and try again. It is no 
longer possible for a dentist to say 
dental operations cannot be done in a 
seated position. 

2. Relocate Cabinet and Unit — In 
many instances this will mean dispens- 


ing with the unit completely, or re- 
placing it with a cuspidor pedestal. 
The cabinet should be on the patient’s 
left. | 

3. Air-driven Handpiece—Try sev- 
eral types, and diligently attempt to 
eliminate each week one more proce- 
dure formerly thought possible to be 
done only with a slower, belt-driven 
handpiece. 

4. Central Vacuum — Most neces- 
sary in washed field dentistry. 

5. Triple Syringe—Eliminates sev- 
eral instrument changes for the dental 
assistant and allows uninterrupted 
cavity preparation, restoration, and 
finishing. 

6. Motorized Chair Back—This al- 
lows positive control of head position 
with little or no interruption to oper- 
ative procedures. 

This equipment is listed in order of 
its importance. Attempts should be 
made gradually to acquire proficiency 
in the use of each of these instru- 
ments. 


37 Shady Avenue 
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Center-Poise Balanced Partial Denture Construction 


FOR REHABILITATION OF MOBILE TEETH 


ARTHUR C. JERMYN, D.D.S.*, Rochester, New York 


MASTICATION 
DIGEST 
This article presents a new proce- TORQUE 
dure for complete rehabilitation 
of the mouth in which only a few va | > 
teeth are present. The basic prin- 3. 
ciple of the procedure is that of 
even distribution of stress and in- H 
cludes the use of a specially de- 
signed connecting splint bar 
made with a small hemispheric [— HA = 
knob midway between the abut- a —— i 
ment teeth. Step-by-step direc- na 
tions are presented for each ~ \ 
phase in the construction of the aii “—~ 
center-poise partial denture. ‘BICUSPIDS & 
lst & 2nd MOLAR \! 

Problem in Rehabilitation 3rd MOLAR & AREAS “ 
One of the difficult problems confront- RETROMOLAR PAD 
ing the dentist is the situation in which — 
only a few teeth remain in the upper 
or lower arch. These remaining teeth 1. 
are often highly mobile, and either Diagrammatic sketch of hinge type stress-breaker partial. Hinge (H) with hinge 
tilted labially or in the process of arm (HA) is designed to reduce torque, but hinge arm (HA) has much greater 
shifting because of labial cortical are over area ‘a’ to ‘b,’ which is the retromolar pad area where least resorption 
bone destruction and resorption. takes place. As resorption takes place and clasps loosen, torque tends to loosen L 
Stresses of mastication and malocclu- the abutment tooth and permits anterior movement of the tooth. Compare “a to : 

b”’ to short range of “‘c to d.”’ 
sion, resorption of the posterior ridge, D 
and loss of vertical dimension encour- pe 
age destruction. Periodontal disease 5 


is often present causing further loss 
of supporting bone so that indications 
for reconstruction are poor. 
Conventional Methods Unsatisfac- 
tory—In previous attempts at recon- 
struction and rehabilitation the author 
has used the usual conventional meth- 
ods of splinting these teeth together, 


*Editor, Journal of Implant Dentistry. 


Use of Parallaid machine ensures that 
all cutting of teeth preparations are 
parallel with the correct degree of taper 
or draw. The machine holds the hand- 
piece at the desired angle for path of 
insertion. 
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Gold copings with splint bar in place. Note center-poise knob. 


Picture of two mobile cuspids prepared for crowning. 


ORCES OF STRESS ON 
MASTICATION - POISE KNOB 


Diagrammatic sketch of lateral view of the case in Figure 1 showing how center- 
poise knob is placed parallel with forces which are at right angles to Curve of 
Spee. This prevents further labial tilting of teeth. 


Roentgenograms of abutment teeth, 
showing strong trabecular pattern 
around teeth. 
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7A and 7B. 


Models showing determinations of correct placement of bar and center-poise knob. 


and replacing the edentulous areas after a time and eventually loss of the Since torque is present with the usual 
| with conventional partial prostheses, teeth occurs. The reasons for failure types of partial prostheses splinting 
with and without the free-end stress are implicit in the physics involved in _ the teeth will not be permanently suc- 
breaker attachments. All these at- reconstructing by older methods. cessful. The free-end stress breaker 
tempts at reconstruction seem to fail Splinting a Temporary Measure— partial denture has been useful, but 


View of bridge in position. Splint bar is relieved above mu- ~ View of partial denture casting. Casting is relieved over bar 
cosa approximately .015 inch to prevent impingement from and around teeth and only rests on center-poise knob. 
settling, which always takes place as teeth are driven into 

their sockets during tightening period. 


10. 11. | 13 
The line drawn around center-poise knob tip shows the only Lingual view of partial denture casting. Clasps are relieved J Six 
area of pressure. all around teeth except at tips of clasps. plac 
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Six variations of placement of abutment teeth where center-poise cases have been 
placed. Many other variations have also been done. 
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12. 
Side view of the case in the mouth show- 
ing where gold foil was placed later be- 
cause of wear of tips of clasps. Later 
cases were made with gold exposed in 
these areas to prevent wear. 


the principles involved and the actual 
conditions existing in practical appli- 
cation are not in harmony. 

Figure 1 shows that the hinge type 
stress breaker partial does not do what 
is intended by the hinge. The area of 
least compression and change due to 
bone resorption is over the retromolar 
pad area where the greatest arc of the 
hinge proves to be unnecessary. The 
greatest resorption of the bony ridge 
takes place in the area of the bicuspids 
and first molar where the hinge move- 
ment is retarded. Because of this con- 
struction, torque is still placed on the 
supporting abutment teeth. And since 
the majority of people are one-sided 
chewers this torque is usually greater 
on one side, allowing an uneven dis- 
tribution of pressures. This results in 
further breakdown of the remaining 
alveolar bone and the necessity for 
eventual extraction of these teeth. 


Distribution of Pressure 

The method presented here is based 
upon even distribution of stresses on 
the remaining teeth regardless of 
whether the patient is a one-sided 
chewer. The method also distributes 
the stresses evenly upon all the re- 
maining teeth whether they be two or 
more. Resorption of the posterior al- 
veolar ridges is more even, making 
the necessity for rebasing less fre- 
quent. 

Similar Approach—Others have 
realized the shortcomings of present 
methods and have attempted solu- 
tions. E. Dolder' of Zurich attempts 
to gain a more equal distribution of 
forces by splinting together the roots 
of the remaining teeth and fastening 
precision partials to a bar connecting 
them. His principle differs from the 
author’s by using the whole splinting 
bar as retention. This principle still 
allows uneven distribution of pres- 


1Polder, von E.: Die Steg-Gelenk-Prothese im 
Unterkiefer. Deutsche Zahnarztliche Zeitschrift, 
Heft 1:20-27 (January) 1959, and Heft 2:80-89 
(January) 1959. 
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14A and I14B. 


View of another center-poise balance technique in use. The lingual side of the bridge. The lingual bar partial with con. 
bridge is completed with the center-poise knob cast on the cavity rest extension fits over knob. 


15. 


Correct positions of splint bars and center-poise knobs are shown in some of the 
variations of the technique. Lower right: auxiliary rest is shown placed on re- 
maining molar. See arrow. 
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sures of one-sided chewing and also 
means destruction and removal of the 
crowns of the teeth; endodontia, 
which is also required is unnecessary 
and possibly deleterious. 

Difficult and Complicated Proce. 
dures Avoided—lIn each of the illus- 
trated cases the patient was referred 
for extraction of the two or more loose 
periodontally involved teeth. In these 
cases it was anticipated by the refer- 
ring dentist that upon extraction of 
the teeth, extremely difficult full den- 
ture prosthesis and possibly implant 
prostheses might be necessary. But in 
over four years of reconstructing by 
this method, success has been total 
and an almost immediate tightening 
of these highly mobile teeth has been 
noted. In many of the cases the teeth 
were so loose that great care had to be 
exercised in preparing them for the 
crowns to prevent accidental extrac- 
tion. 


Procedure 

Complete diagnosis was obtained 
by means of study models and roent- 
genograms. All periodontal correction 
was made before bridge construction 
was started. 

Preparatory Measures—Regardless 
of the number of teeth involved, full 
gold veneer coverage is used for at 
terior teeth; and dependent upon the 
caries index, full coverage or MOD 
onlays are used for posterior teeth 
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evenly in a direction with the trabecu- 
lar structure of the mandible, and tend 
to force the abutment teeth down into 
the sockets at an angle parallel to their 
long axis. Regardless on which side 
the patient chews, stress is distributed 
evenly between the supporting teeth 
and the retromolar pad on both sides. 

Splint Bar Placed—The connecting 
splint bar is made fairly heavy so that 
it cannot be bent under pressures of 


16A. 


Left: imaginary lines are drawn criss-cross through abutment teeth to determine 
the correct position of center-poise knob and splint bar. 


16B. 


Actual case constructed according to principles outlined in Figure 16A. 


mastication. It is placed in a position 
just off the mucosa to prevent im- 
pingement in case of settling of the 
abutment teeth. Settling of the abut- 
ment teeth seems to take place as the 
teeth are driven along their long axes 
into the bone. 

Changes in Bone— X-rays reveal a 
definite thinning of the periodontium 
with an increase in the density of the 
surrounding trabecular bone, similar 
to cases found in bruxism (Fig. 6). 
As tapered teeth always receive the 
stresses of mastication (in these cases, 
directly parallel to their long axis), 
they tend to become highly immobile. 
This principle is synonomous or an- 
alagous to driving a tapered tool into 
a tapered socket—it can only tighten. 

Further Tilting Prevented — The 
knob is placed on the connecting splint 
bar in a position corresponding with 
the parallel line drawn at a right angle 
to the bottom of the curve of Spee re- 
gardless of the labial tilt of the an- 


by terior teeth (Fig. 7). This prevents 
tal restorations. The teeth are function- by the two wheels of the trailer and _ further labial tilting of these teeth and 
ing ally surveyed in the mouth to deter- the single forward ball joint on the further labial bone resorption. 
“"" @ mine the exact place of greatest bulk back bumper of the car. Knob Prevents Torque and Lever- 
ah Tt removal. In preparing the teeth an in- Steps in Procedure—1. Gold cop- age—The height of the knob is such 
be strument called a Parallaid is used ings are made for the prepared teeth that its top is below the lower half of 
the which enables perfect parallel cutting _and all are splinted together by solder- __ the crown height of the abutment teeth 
‘°° Bi of the teeth with proper taper and ing a special cast bar between the to prevent torque and leverage (Fig. 
draw. The use of this instrument also edentulous spaces (Figs. 3 and 4). 8). 
conserves tooth bulk as much as pos- This bar is carved from wax or plastic 
sible while ensuring parallel cutting and designed with asmall hemispheric New Center-Poise Partial 
-" (Fig. 2). knob located midway between the Impressions are taken for construc- 
vel Principles Involved—Like a three- abutment teeth. tion of the partial. During the interim 
= legged table where pressures placed 2. The bar is usually placed slightly __ the old partial is altered to serve tem- 
- anywhere within the leg supports of _ lingual to the residual ridge and the _ porarily. The casting for the new cen- 
7 the table top exert equal pressure on _center-poise knob is located according __ter-poise partial (Fig. 9) is made with 
“ all three legs in this method, pressures _ to the curve of Spee of the posterior _ relief in all areas around the abutment 
fu are absorbed by the posterior ridges _ ridges (Fig. 5). teeth and bar to allow for movement 
Ey and retromolar pads and the remain- 3. The purpose for such placement due to compression of the tissues dur- 
= ing teeth equally. It can also be com- _ is that normal occlusion and mastica- ing eating and swallowing. 
th pared to the trailer hitch on an auto- tion perform the function of distribu- Suspension Cup—The center-poise 
“ mobile, in which the load is supported ting stresses on the abutment teeth suspension cup is designed so that the 
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17A and 17B. 


Two views of finished partial dentures. Arrow points to sus- 


concavity rests on only the top of the 
center-poise knob; in this way pres- 
sures are always diverted directly 
down on the knob (Fig. 10). 

Torque Avoided by Placement of 
Clasps — The clasps are two-sided, 
clasping on the tips only so that there 
is no torque. The tips of the clasps are 
placed in line with the curve of the 
ridges, preventing any rocking of the 
partial to place torque on the abut- 
ments (Fig. 11). 

Gold Used Below Clasps—In order 
to prevent wear of the clasps on the 
acrylic veneers, gold is placed below 
the clasps (Fig 12). 


Variation Possible 

Several variations of this technique 
have been used, but the basic princi- 
ples have been retained (Fig. 13). In 


18. 


View of gold copings in place before soldering on splint bar 


pension cup or concavity in casting that rests on center-poise 


knob. 


some cases the bridge is completed 
with acrylic teeth filling the missing 
spaces and the center-poise knob is 
placed behind these teeth (Fig. 14). 
The disadvantage of this method is the 
accumulation of food around the knob 
and the inaccessibility of the area for 
cleaning. 

Posterior Teeth Can be Used — As 
shown in Figure 15, not only anterior 
teeth, but posterior teeth where they 
remain can be used. The clasping ar- 
rangement is altered for each specific 
type, making sure that the clasps will 
not place torque on the abutment teeth. 

Location of Center-Poise Knob — 
Figure 16 shows how the position of 
the center-poise knob is determined. 
Imaginary lines are drawn criss-cross 
through the abutment teeth to deter- 
mine center of balance as indicated by 


and center-poise knob. Complete destruction and resorption 


of posterior ridges have occurred. The teeth were highly mo- 
bile and if extracted would have presented a most difficult 
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the arrow. This places stresses evenly 
upon all remaining teeth. 

Posterior Alveolar Ridges Main. 
tained — The finished partial denture 
extends well up onto the retromolar 
pads taking advantage of as much 
bone coverage as possible (Fig. 17). 
This has the added advantage of giv- 
ing the remaining posterior alveolar 
ridges necessary exercise to maintain 


health. 


Conclusion 

The author proposes this new 
method as a solution to what would 
otherwise be difficult and hopeless 
cases (Figs. 18 and 19). Results have 
been completely satisfactory over a 
period of four years. 


920 Winton Road, South 


case for conventional full dentures. 


Completed case in mouth. 
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TREATMENT OF UNERUPTED INCISORS: 


Report of a Case 


LOUIS B. KELSTEN, D.D.S., Newark, New Jersey 


DIGEST 
Injuries to the deciduous incisors 
are common. Such trauma fre- 
quently disturbs the normal 
growth and development of the 
vise permanent teeth. This is a report 
of acase of conservative manage- 
ment of the unerupted perma- 


nly nent central incisors that were in- 
jured during the developmental 
1in- 
stage. 
ure 
lar History 
uch 


On November 15, 1956, a seven-year- 
old boy was brought for consultation 
concerning two upper impacted cen- 
tral incisors. The child’s history re- 


Intra-oral photograph: Note the bulge of mucous membrane of unerupted up- 
per left central. Upper right deciduous lateral exfoliated just before the picture 
was taken. (November 15, 1956.) 


Intra-oral x-ray showing dilaceration 
and displacement of the upper right 
central. (Taken November 15, 1956.) 


vealed that at the age of three he had 
fallen and injured the upper decidu- 
ous centrals which shortly afterward 


became acutely infected and were Profile head film revealing horizontal position of upper central incisors. (Taken 
therefore extracted. At present the up- November 15, 1956.) 
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A band was cemented to the exposed left central; nylon 
elastic thread was tied from arch to lingual and labial band 
attachments. (Taken November 18, 1956.) 


An intra-oral photograph was taken February 6, 1957, after 
the right central was tied to the labial arch. Note nylon elastic 
tied to the lingual eyelet from the lingual arch. 


Results of Clinical 
Examination 

1. As shown in Figure 2 a pro. 
nounced bulge of the upper left cen. 
tral could be readily palpated through 
the mucous membrane. 

2. A profile head film of the patient 
(Fig. 3) confirmed the horizontal po. 
sition of the upper centrals. 


6 and 7. 

X-rays taken May 1, 1957, and October 
23, 1957. Note the continued improve- 
ment of the root formation of the up- 
per right central. 


per centrals were displaced in a hori- 
zontal position and were blocking the 
upper laterals, and the root of the up- 
per right central appeared malformed. 
The family dentist had therefore sug- 


gested that both centrals be extracted 
(Fig. 1). The parents opposed the ex- 


traction of the centrals, however, and 


the boy was brought to the author for 


consultation. 


3. Since the upper right central re 
vealed a marked dilaceration, the pat 
ents were told that an attempt would 
be made to move the upper left central 
into position, and an attempt would 
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then be made to save the malformed 
upper right central. 

4, It was suggested that the boy be 
taken to an oral surgeon to expose the 
upper left central and later the upper 
right central so that these teeth could 
be banded for orthodontic movement. 
To this the parents consented. 


Procedure Followed 

1. Three days after the patient was 
frst seen the upper left central was 
exposed and banded. 

2. Because the crowns of the upper 
six-year molars were only partly 
erupted, the second deciduous molars 
which were firm and had fairly long 
roots were banded. 

3. A removable .030-inch thick lin- 
sual arch was inserted into the lingual 
tubes of the molar bands; also, a .020- 
inch thick labial arch was inserted in- 
to the buccal molar tubes and nylon 
elastic threads were tied from the arch 
to the labial bracket and the lingual 
eyelet of the band which was cemented 
to the exposed tooth (Fig. 4). 

4, Six weeks after the upper left cen- 
tral had been moved into a more nor- 
mal position, the upper right central 
tooth was exposed, banded, and tied 
to the labial arch with a nylon elastic 
thread. 

9. A month later, after the right cen- 
tral had been moved sufficiently so 
that it could be ligated to the labial 
arch, a nylon elastic thread was in- 
serted into its lingual eyelet and tied 
to the lingual arch in order to move it 
more lingually (Fig. 5). 


Results of Treatment 

Three months after both teeth had 
been moved to a more normal posi- 
tion, an x-ray was taken. The improve- 
ment in the root formation of the up- 
per right central is shown in Figure 6. 

Bands Removed—Five months la- 
ter, the incisor bands were removed 
and a new labial arch .020 inch thick 
was placed in position to act as a re- 
lainer. An x-ray of these teeth was also 
taken on this day (Fig. 7). Note the 
marked improvement in the root for- 
mation of the upper right central. 

Progress Shown in Photographs— 
Approximately three weeks after the 
‘Tay was taken, an intra-oral photo- 
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Intra-oral photograph (November 11, 1957) showing the normal eruption of the 


lateral incisors. 


Profile x-ray view of the patient November 11, 1957. Note improved position of 


the upper central incisors. 


graph (Fig. 8) and a profile head film 
(Fig. 9) were taken showing the nor- 
mal eruption of the laterals and the 
improved position of the upper central 
incisors. Fourteen months after the 
patient was first seen, all appliances 
were removed. 

Final Observation—When the pa- 
tient was last seen almost three years 
later his incisors, cuspids, and bicus- 
pids were in good occlusion. 


Conclusion 

Although apparently malformed 
and displaced, unerupted young inci- 
sor teeth should be saved if possible, 
since their incompletely calcified roots 
are amenable to orthodontic treat- 
ment. Moreover, preservation of these 
teeth can prevent severe complications 
in the occlusal development of the 
teeth. 

31 Lincoln Park 
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| WAX BITE Technique 


IRVING A. ELLMAN, D.D.S., New York 


DIGEST 

An accurate wax bite is required 
if a crown or inlay is to fit its 
neighboring and adjacent teeth 
properly. This article describes a 
method of taking a wax bite 
which makes it possible to over- 
come difficulties and inconveni- 
ences often encountered in con- 
ventional bite registration tech- 
niques. 


Advantages of the 
Procedure 

This technique provides the following 
advantages: 

1. Compression of the wax on the 
lingual aspect is obtained without co- 
operation of the patient. 

2. The technique requires less time 
to complete. 

3. The teeth seem to be guided into 
correct centric by the buccal and lin- 


gual polyethylene plates. 

4. The resulting impression an( 
models are more accurate and have, 
more finished appearance. 


Technique 

The technique makes use of a bue. 
cal and lingual plate of polyethylene 
laced together with a piece of braided 
nylon (fishing cord) which passes 
through three holes in each plate. 


: 
Suitable plastic can be obtained from bottles or refrigerator Cutting the plastic plates. 
containers. 
4. 


Punching three holes with the rubber dam punch. The plastic plates are leond together with the nylon string. 


430 DENTAL DIGEST 


* 
A 
— 
At 


Showing the loop helping to exert a positive pull on braided 


nylon resulting in both plates compressing the fingers. 


7. 


The plates are filled with warmed wax. 


The laced plates, wax, and tissue paper spacer. 


The bite is in place in the mouth with the loop being pulled 


to compress the wax. 


With the two polyethylene plates 
laced in this manner, pulling on the 
loop not only draws the lingual plate 
up against the teeth, but also com- 
presses the buccal plate where it is 
needed most. The compression is 
evenly distributed from one end of the 
plates to the other. To complete the 
procedure the following steps may be 
taken: 

1. Two pieces of polyethylene, eas- 
ily obtained from bottles or refrigera- 
lor containers (Fig. 1) are cut into 
flat pieces, approximately 114 inches 
by 314 inches with rounded corners 
(Fig. 2). 

2. Three holes are punched in each 
plate with the largest hole of a rubber 
dam punch. A large round bur can be 
used equally well (Fig. 3). 

3. Two plates are laced together as 
shown in Figure 4. The end of the 
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braided nylon is finished with a loop 
so that a strong pull can easily be ap- 
plied. 

4. A pull on the loop compresses 
both buccal and lingual plates as 
shown in Figure 5 and also tends to 
encourage the lingual to follow the 
curved arch. 

5. A sheet of hard pink wax is 
shown in Figure 6. For separation be- 
tween the upper and lower layers a 
piece of tissue paper, rather than tin 
foil may be used to separate the wax. 
With the tissue paper it is possible to 
hold the finished bite up to the light 
and examine for sufficient occlusal 
space over the preparation. 

6. The softened wax is placed be- 
tween the two plates with the tissue 
paper touching the nylon string (Fig. 

7. After the wax is reheated the 


block is placed between the teeth with 
the nylon loop on the buccal side (Fig. 
8). 

8. The patient closes the teeth while 
a visual check is made of the teeth on 
the opposite side. 

9. Pull the nylon loop firmly, while 
applying pressure on the labial (Fig. 
9). The polyethylene plates compress 
the wax into the following spaces: 

(a) Between the prepared tooth and 
the opposing one. | 

(b) Mesially and distally, between 
the prepared tooth and the proximal 
surface of the adjacent teeth. 

(c) Buccally and lingually around 
the prepared tooth, to provide an im- 
pression for seating the die accurately. 

10. The wax bite is chilled while 
the teeth are still closed. It is held 
firmly against the jaw containing the 
prepared tooth. When the patient sep- 
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9. 
The buccal plates are adapted to the outer convex curvature 
of the arch. 


Il. 


of the arch. 


The detail is produced in the finished bite by the positive 


compression force of the bite technique. 


The lingual plate is adapted to the concave surface 


arates the jaws the opposing teeth 
come out of the wax and the wax bite 
remains in position against the pre- 
pared tooth. The half-open bite can 
now be chilled again and the wax bite 
can then be removed. If this procedure 
is not followed carefully, the wax bite 
may stick to the jaw opposite the pre- 
pared tooth, and the wax which is be- 
tween the prepared tooth and its ad- 
jacent contact points will be with- 
drawn in a curved direction and be- 
come greatly distorted, resulting in 
poor contact points. 

11. Hinged articulators are pre- 
ferred as incomplete closure of the pa- 
tient’s jaws can be compensated by 
closing the articulated models until 
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the teeth, mesial and distal to the pre- 
pared tooth, contact the opposing 
teeth. 

12. If the wax bite is removed from 
the models with warm water the wax 
can be separated from the polyethy- 
lene plates without destroying the ny- 
lon stringing, making it possible to re- 
use the bite tray several times. 


Method to Control 
Contact Points 

It has always been more desirable 
to obtain a plus contact point on the 
finished, casting, reducing it in the 
mouth by grinding and _ polishing, 
rather than to obtain a minus contact 
point which must be built up by the 


addition of solder. Scraping the proxi- 
mal surface of the tooth next to the 
prepared tooth, will result in plus con- 
tact but since the term scraping can 
mean anything from a thousandth to 
a sixteenth of an inch, the following 
method is suggested to encourage 
tightness of contact point: 

1. The proximal surface is black- 
ened with pencil and then scraped 
lightly until the pencil mark is erased. 
This is repeated twice. 

2. If the finished castings are too 
loose, a third scraping will result in 
tighter contact points. 

3. If the castings are too tight, one 
less scraping will result in looser con- 
tact points. 


Conclusion 

Do not underestimate the value of 
the wax bite. It is fully as important 
as the impression of the tooth. The 
outer contour of the finished casting 
can restore tight contact points and 
proper occlusal chewing efficiency, or 
can result in a chronic source of food 
impaction. The wax bite technique 
described here exerts many pounds of 
compressive force and adapts the wax 
so intimately to the teeth that the fir- 
ished castings will satisfy the dentist 
and the patient. 

133 East 58th Street 
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A Simplified PULPOTOMY TECHNIQUE 


JAMES J. PRYOR, D.D.S., Augusta, Georgia 


DIGEST 
The retention of deciduous mo- 
lars until they are exfoliated is an 
important objective. An aid in 
attaining this goal is the use of 
pulpotomy, which consists of the 
removal of the coronal portion of 
the pulp of the tooth. This article 
describes a procedure which is 
rapid, requiring 2 to 5 minutes to 
complete; simple, using one layer 
of cement; and effective, produc- 
ing no failure in 239 cases em- 
ploying the technique. 


Extraction Frequently 
Preferred 

Pulpotomy therapy apparently has net 
been widely employed by the dental 
profession. Many dentists utilize pulp- 
capping procedures in cases of small 
exposures on deciduous teeth, but of- 
ten extract the tooth if there is a large 
carious exposure. In many cases of ex- 
tracted teeth no effort is made to main- 
tain the space which was occupied by 
the deciduous tooth. The complicated 
techniques recommended by most den- 
tal textbooks and clinicians may ac- 
count for failure to utilize pulpotomy 
procedures. 


Problems Involved In 
Use of Space Maintainers 
Although space maintainers often 
serve to maintain the space created by 
an extracted deciduous tooth, prob- 
ably no space maintainer is as efficient 
as the tooth itself. There are, also, 
problems involved in the use of space 
maintainers: (1) the cost, (2) pe- 
nodic observation for proper func- 
tion, (3) removal at the proper time to 
provide space for the permanent teeth, 


(4) recementation in case the appli- 
ance loosens. 


Simple Method Evolved 
. Pulpotomy is one means of retain- 
ing a deciduous molar that has a large 
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Cavity preparation and removal of co- 
ronal pulp tissue are completed with a 
No. 6 round bur in an air turbine hand- 
piece. 


carious exposure and is contraindi- 
cated for pulp capping. A technique 
has been developed for performing 
pulpotomies in a rapid, simple, yet ef- 
fective manner. A rubber dam is not 
used and no attempt is made to protect 
the operation site from the patient’s 
saliva. The entire procedure, exclusive 
of the restoration of the tooth, requires 
from 2 to 5 minutes. Teeth that for- 
merly were contraindicated for pulpo- 
tomy therapy may be effectively treat- 
ed by this new method. 


Procedure 

The air turbine type of dental hand- 
piece was used. Most of the grinding 
was done with the No. 6 round bur un- 
der local anesthesia. The entire roof of 
the pulp chamber and all of the pulp 
tissue is removed in less than a minute 
with the No. 6 bur, leaving the pulp 


stumps exposed where they were am- 
putated at the floor of the pulp cham- 
ber. 

Operative Problem — Hemorrhage 
is the major difficulty encountered. 
Monsel’s solution (ferric subsulfate 
solution) is utilized to overcome this 
obstacle. A small amount of Monsel’s 
solution on a cotton pellet is applied 
directly to the bleeding pulp stumps. 
This produces an unsightly dark 
brownish coagulum covering the pulp 
residual tissue. Most of this coagulum 
should be left undisturbed; removal 
from the exposed pulp tissue often re- 
sults in resumption of the hemorrhage. 
In difficult cases a second application 
of the Monsel’s solution may be neces- 
sary. 

Cement Used to Cover Coagulum— 
When the bleeding has ceased a small 
amount of cement, measuring 1 to 2 
millimeters in thickness, is flowed over 
the coagulum that covers the pulp end- 


A pellet of cotton containing Monsel’s 
solution is applied to pulp stumps to 
stop bleeding. 
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ings. The cement used in this study is 
a commercial preparation called Cavi- 
tec®. This product is described as “es- 
sentially a zinc oxide-eugenol paste 
containing a sulfa derivative.” The 
product comes in two tubes, a base and 
an accelerator. This cement was se- 
lected because of its ease of manipula- 
tion, radiopacity, and ideal setting 
time. Other sedative or pulp-capping 
cements may serve equally well. Pos- 
sible effects of the sulfa derivative on 
any bacterial components of the root 
canals will not be considered. 
Restoration of Unusual Strength— 
Since little space is occupied by the ce- 
ment, a large quantity of amalgam will 
be required to restore the tooth. This 
results in a restoration of notable 
strength because of the thickness of the 
restoration material. The large bulb- 
ous opening into the pulp chamber af- 
fords a mechanical lock and ideal re- 
tention. Teeth with extensive caries 
that previously required crowns can 
be treated easily and effectively by this 
method because of the intracoronal re- 
tention afforded by the restoration ma- 
terial in the pulp chamber. 
Additional Cement Found Unneces- 
sary — An additional layer of zinc 
phosphate cement to support the pres- 
sure required when condensing amal- 
gam has been recommended. In this 
study the zinc phosphate cement was 
found to be unnecessary. The addi- 
tional layer of cement presents the fol- 


A thin layer of Cavitec® cement is ap- 
plied to the floor of the pulp chamber, 
covering exposed pulp tissue of the root 
canals, 
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lowing disadvantages: (1) the time re- 
quired for the treatment is almost 
doubled, (2) the thickness or bulk of 
the amalgam restoration is reduced re- 
sulting in a weaker restoration, (3) 
the intracoronal space that provides 
most of the retention for the amalgam 
restoration is reduced. 

Local Anesthetic Used—As long as 
profound anesthesia was obtained 
there was no more sensitivity from the 
extirpation of the vital pulp tissue than 
was experienced in the removal of the 
dentin of the tooth. 

Cases Remain Asymptomatic—The 
study reported here includes 239 teeth 
treated during a sixteen-month period 
by the method described. None of 
these patients (or their parents) has 
reported postoperative pain, tender- 
ness, or thermal sensitivity. All cases 
have been completely asymptomatic 
after treatment. 

Postoperative Observation — The 
first group of patients returned for 
three-week follow-up examinations. 
Later, because of the absence of fail- 
ures in any of the cases treated, the pa- 
tients returned for routine six-month 
examinations. Parents were advised to 
bring children to the office immedi- 
ately in case of pain, tenderness, ther- 
mal sensitivity, swelling or any other 
symptoms considered abnormal. 

Minimum Radiation Dosage. Re- 
ceived — The only radiographs taken 
on these patients were the routine bite- 
wing films taken initially on new child 
patients and those taken at six-month 
intervals to detect interproximal car- 
ies. Initial and follow-up periapical ra- 
diographs would have been helpful in 
evaluating the results of this study. 
They were not taken because of the de- 
sire to minimize the radiation dosage 
received by young patients. 


Selection of Teeth 
for Treatment 

Sixty-six of the cases were treated 
contrary to generally recognized indi- 
cations for pulpotomy therapy. This 
was done in order to determine the 
types of teeth that would be contrain- 
dicated for the particular treatment. 
A tooth that became tender, painful, or 
showed signs of active infection such 
as swelling or purulent drainage was 


to be considered a therapeutic tailure. 

First Group of Doubtful Cases — 
Twenty-eight teeth with necrotic or 
gangrenous pulps were the first doubt. 
ful cases selected. The pulp chambers 
of these teeth were either dry or con. 
tained a softened mass or a liquid, 
Some of the teeth presented no painful 
symptoms, whereas others were sensi. 
tive to hot liquids or exhibited various 
degrees of tenderness to biting pres. 
sure or percussion. These teeth were 
treated in the same manner as the 
others except that the Monsel’s solu- 
tion was not used since there was no 
bleeding. After treatment, none of the 
complications enumerated was ob- 
served. The symptoms of thermal sen. 
sitivity and tenderness disappeared. 

Second Group of Doubtful Cases— 
The next doubtful group selected con- 
prised twenty-three children who pre- 
sented pulpitis. These cases exhibited 
inflammatory changes within the pulp, 
as distinguished from those affecting 
the periapical tissues. The teeth re- 
sponded favorably to pulpotomy ther- 
apy; the painful symptoms related to 
the inflammatory changes within the 
pulp disappeared. 

Third Group Selected—Because of 
the apparent success from the previous 
doubtful cases, it was decided to eval- 
uate this technique in treating teeth 
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Amalgam restoration is inserted over 4 
single layer of cement. 
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Thirteen months postoperative film on 
the first case treated utilizing the new 
pulpotomy technique. 


Twelve months after treatment showing 
healthy condition around two teeth that 
are maintaining the space needed for 
their permanent successors. 


to B with acute alveolar infection. Fifteen 
the i cases were treated with the same de- 
gree of success as that obtained in the 
of previous cases. In some of the cases, 
drainage of the swollen overlying api- 
cal tissues was obtained by incision 
eth Bf after the pulp chamber had been de- 
brided. Postoperatively, the painful 
symptoms subsided, swelling disap- 
peared, and after several weeks ex- 
tremely loose teeth became firm. 


Discussion 

This study is incomplete and the 
success attained, although without evi- 
dent failures, is based solely on clin- 
ial observations. The simplicity of 
the treatment, as well as the unusual 
egree of success experienced, should 
warrant further study by those qual- 
ied to evaluate histopathologic 
changes resulting from the therapy de- 
scribed. 

Problematic Situations — Most of 
the cases in this study no doubt are 
left with healthy vital pulp tissue in 
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the root canals. The eventual condi- 
tion of the cases with gangrenous 
pulps and acute alveolar infection is 
in question. Many of the teeth treated 
obviously retain infected root canals, 
even though the coronal portion has 
been mechanically obliterated. The fu- 
ture condition of the periapical tis- 
sues and the possibility of remaining 
asymptomatic are also problematic. 

Autocontrol of Infection—The pulp 
chambers of deciduous teeth are large 
in comparison with the size of the 
crowns. The elimination of this large 
amount of space from the total size of 
the pulp cavity allows the defensive 
forces of the organism to control more 
efficiently any infection present. Ap- 
parently the child’s body is capable of 
keeping under control any irritation 
that arises from the pulp tissue that 
remains in the small root canals. The 
large space occupied by the coronal 
pulp, however, affords a much larger 
and more distant refuge for bacteria 
to accumulate and multiply. In many 
cases, this coronal space seems to be 
enough to overcome body defensive 
forces and produce acute inflamma- 
tory changes. Without this coronal 
pulp tissue, the infection apparently 
is controlled, acute inflammatory re- 
actions are prevented, and the tooth 
remains asymptomatic. 

Defensive Reaction to Irritation— 
Granulomatous tissue will probably 
make its appearance around the apex 
of some of these teeth. Many of these 
granulomas will be so small that de- 
tection radiographically may be difh- 
cult. This tissue occurs as a defensive 
reaction to control the irritation that 
may arise from bacteria or toxic prod- 
ucts that may arise from the root 
canal. Current literature reveals that 
most granulomas are sterile and also 
that they may occur in the absence of 
infection. 


Summary 

A technique has been presented for 
performing a simple, nonsterile pul- 
potomy that requires from 2 to 5 min- 


Eleven months after treatment. The two 
teeth shown were virtually without co- 
ronal tooth structure after removal of 
caries. The intracoronal retention af- 
forded by the bulbous outline form of 
the portion of the tooth that previously 
was the pulp chamber made possible 
the relatively simple restoration of 
these teeth with amalgam. 


oD. 


Another case revealing results fifteen 
months after pulpotomy. 


utes operating time. Because contra- 
indications to this technique have not 
been evident the author has been able 
virtually to eliminate the extraction of 
deciduous teeth. To date this treat- 
ment has been clinically successful in 
treating teeth with (1) large carious 
exposures, (2) necrotic or gangre- 
nous pulps, (3) pulpitis, (4) acute 
and chronic alveolar abscesses. The 
239 cases in this study provided no 
failure, as evidenced by swelling, ten- 
derness, pain, or drainage. Clinical 
observations alone do not determine 
that a particular procedure is success- 
ful. A clinically successful case may 
be a failure when assessed histologi- 
cally. Further study is required for a 
more thorough evaluation of the re- 
sults obtained by this treatment. 


1721 Central Avenue 
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Model Recovery 
Capt. Robert W. Weinrich, (DC), Naselle AFS, Washington 


1. To facilitate recovery of the model from an elastic impression, a 
loop of heavy wet cord can be embedded in the stone during the 
pouring. This will be a handle for easier separation. The second 
poured model will have less distortion than if the impression was 
heated for model removal. 


Method of Rinsing X-ray Tank 
Paul J. Minehart, D.D.S., Catonsville, Maryland 


2. X-ray processing tanks should be washed frequently. The wash- 
ing may be facilitated by placing a length of rubber hose over the 
water outlet inside the tank and using this as a spray. 


Control of Galvanic Shocks 
Stewart Stempel, D.D.S., Brooklyn, New York 


3. To reduce the electrogalvanic action between amalgam and gold 
when inserting proximal amalgam restoration paint the gold res 
toration with dental varnish. 


READERS are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion that 
is usable, DENTAL DicEst will pay $10 on publication. 

You do not have to write an article. Furnish us with roug) 
drawings or sketches, from which we will make suitable 
illustrations; write a brief description of the technique ™ 
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SUGGESTIONS ... 


Topical Application of Stannous Fluoride 
William Robbins, D.D.S., San Francisco 


4, To mask the unpleasant taste of stannous fluoride, spray or dab 
14H topical anesthetic on the child’s tongue before applying the stan- 
the H nous fluoride solution to the teeth. 


EMPTY ANESTHETIC 
TUBE FILLED : 
WITH DETERGENT 
AND DYE 
Cleaning the Lumen of Needles Before Sterilization 
Henry Heimansohn, D.D.S., Danville, indiana 
- 5. An empty anesthetic tube is filled with a detergent and a dye 


the and the solution is ejected through the needle prior to sterilization 
by boiling or autoclaving. The dye is used to prevent using the solu- 
tion for injection into tissue. 


Polishing Crowns and Inlays 
M. D. Gruber, D.D.S., Sac City, lowa 


6. Hold the crown or inlay with wet cotton. This procedure assures 
airmer grip and prevents burning the fingers from the frictional 
gol heat of polishing. 


res: 


volved; and jot down the advantages of the technique. This 
shouldn’t take ten minutes of your time. Turn to page 442 
1 thal HH for a convenient form to use. 

mn. Send your ideas to Clinical and Laboratory Suggestions 


roug! Editor, Dentan Dicest, 708 Church Street, Evanston, 
itable Illinois, 
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The EDITOR’S Page 


WHEN BONE grafts have been used to restore the tis- 
sue that has been lost in periodontal disease the re- 
sults have not always been favorable. Kromer, how- 
ever, has described a surgical procedure in which 
favorable results were obtained in 23 of 30 cases in 
which granules of cancellous bone were implanted 
in periodontal pockets.’ 

These homogenous grafts were made from bone 
removed from the ribs prior to heart surgery, from 
resected femoral heads, and from the iliac crests. 
The preservative used was a 1:1000 aqueous solu- 
tion of merthiolate. 

Immediately before the operation the larger bone 
fragments were divided into grain-sized chips and 
stored in a physiologic salt and Terramycin® solu- 
tion (Terramycin 250 milligrams in 100 milliliters 
of .9 per cent saline). Per oral antibiotic treatment 
was also used before and after the operation. 

‘After incision and reflection of the mucoperi- 
osteal flap a thorough curettage was performed, for 
the purpose of removing granulations, pocket epi- 
thelium, calculus, and the outer layer of the ce- 
mentum. The area was irrigated with physiologic 
saline and packed with cancellous bone chips. In 
half of the cases 1 milliliter of thrombin was pipetted 
into the area of operation, whereupon the flap was 
replaced and sutured. Surgical cement was placed 
in the interproximal space in order to protect the 
blood clot. The sutures were removed after an in- 
terval of from 5 to 7 days. 

“The patient was instructed to keep the area as 
clean as possible, using a soft tooth brush and a rub- 
ber dental stimulator. Chewing on the teeth involved 
was to be avoided for the first week. 

“No probing was done until the elapse of three 
months. Pocket depth was noted before the opera- 
tion and at the three-and six-month follow-ups and 
thereafter once a year, roentgenograms being taken 
at the same time. Gingival inflammation and retrac- 
tion, and tooth mobility were also recorded.” 

Cancellous bone is used rather than cortical bone 
because revascularization proceeds ten times faster 
and the hazard of infection is reduced. The ideal 
graft would be autogenous (removed from the pa- 


1Kromer, Heyman: Bone Homografts in the Surgical Treatment of Cysts 
— Jaws and Periodontal Pockets, Oslo, Norway, Oslo University Press, 
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tient himself). Homogenous grafts (from other hu. 
man beings) were those used in the procedure de. 
scribed by Kromer. Heterogenous grafts (from 
other species) are never indicated. The speed of 
vascular penetration, which is the measure of pos. 
sible success of this surgical procedure is autoge. 
nous, 6; homogenous, 3; heterogenous, 1. 

The biologic rationale and sequence of events in 
bone grafting are described: 

“After the organization of the blood clot, prolif. 
eration of osteoid tissue commenced, both in the 
periphery of the blood clot and along the surfaces 
of the bone graft. The process of apposition of bone, 
replacement of the adjacent grafts and calcification 
of osteoid tissue proceeded during the weeks follow. 
ing the grafting. At present, bone formation in graft- 
ing is incompletely understood. In these histological 
preparations, osteoclastic activity was infrequently 
observed, except in the early phase, during the trans- 
formation of the graft. This is in agreement with 
the observations of Reynolds, et al. In the remod- 
elling of the new bone, however, osteoclastic activity 
was more pronounced. The duration of the process 
of replacement of the graft was variable. 

“The type of host bed as well as the size of the 
graft appeared to be of importance. For example, 
the grafts of 93 days’ duration were completely re- 
placed, while remnants of the 98 days’ graft could 
still be seen. The 93 days’ grafts were inserted into 
two-walled bone defects and the 98 days’ grafts in 
a supracrestal pocket, the latter resembling an onlay 
eraft with only a small contact with the host bone 
(shelf-like crest). The small contact area and the 
size of the graft might have been the causes of the 
prolonged healing time in this case. The larger the 
contact surface between the graft and the host bone, 
the more rapid is the fixation and replacement o 
the graft. A three-walled infra-bony pocket, there: 
fore, provides the most suitable bed, offering a large 
contact area and, at the same time, protection of 
graft and blood clot.” 

The roentgenograms that show bone regeneration 
are solid evidence that this surgical method has im 
portant clinical application in periodontal therapy: 
The surgery should be done under hospital cond: 
tions. 
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dental infections 
respond to 


V-CILLIN 


because... 


t 


V-Cillin K offers three 


distinct advantages 


Fast: Therapeutic levels of antibacterial activ- 
ity are achieved within fifteen to thirty minutes 
after administration. 


Effective: V-Cillin K produces antibacterial ac- 
tivity in the serum against penicillin-sensitive 
pathogens which is unsurpassed by any other 
form of oral penicillin. 


Dependable: Patients have shown consistently 
high levels of antibacterial activity with recom- 
mended doses. Also, V-Cillin K is considerably 
safer than intramuscular penicillin. 


Dosage: 125 or 250 mg. three times daily. 
Supplied: Scored tablets of 125 and 250 mg. 


V-Cillin K® (penicillin V potassium, Lilly) 


Eli Lilly and Company 
Indianapolis 6, Indiana, U.S.A. 
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Alcoholism 


Alcoholism is not rare. One of six- 
teen adult drinkers may become an 
alcoholic. There are approximately 
4,000,000 problem drinkers in the 
United States. Unless treated many 
persons become progressively worse 
leading to their ruin both as persons 
and as members of society. 

A chronic alcoholic is an addict 
who can be recognized by his uncon- 
trollable desire for alcoholic bever- 
ages. He continues to use alcohol even 
when it interferes with his health and 
his success. He drinks excessively al- 
though alcohol alienates him from the 
members of his family, interferes with 
and jeopardizes his job, and even in- 
jures his position in society. When 
such a patient takes one or two drinks, 
he either finds it impossible to stop or 
refuses to do so. Usually he has lost all 
control of his drinking habits. 

The response to fear is anxiety or 
tension, and alcohol is one of the de- 
vices used by man to minimize these 
uncomfortable feelings. The action of 
alcohol releases the subject from his 
uneasy state and makes him feel con- 
tent, even if his contentment is only 
temporary and exists on an illusory 
basis. Finally, in the confirmed alco- 
holic, the cells of the body and par- 
ticularly those of the brain become 
changed. They function better with 
alcohol than without it, for the sudden 
withdrawal of alcohol excites absti- 
nence symptoms including weakness, 
tremor, and perspiration. 

Alcoholic fluids are taken chiefly 
for their action on the brain. Alcohol 
achieves these effects by depressing 
and by obtunding brain function and 
consequently muffling the mind. All 
_ parts of the brain are necessarily af- 
fected, but the symptomatology re- 
veals that the areas of the brain first 
to be involved are those of cerebral 
cortex. With increasing amounts, the 
dulling effect of alcohol gradually de- 
scends until it finally envelopes the 
entire brain including the medulla ob- 
longata. Because of this pattern of de- 
pression, alcohol has its earliest and 
greatest action on cortical functions, 
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whereas such fundamental processes 
as respiration may be maintained for 
a long time after the intoxicated per- 
son has become stuporous. The earli- 
est depressive effects of alcohol in- 
volve intricate correlations rather 
than the more simple processes. 


Himwich, Harold E.: The Manage- 
ment of Alcoholism, Mod. Med. 27: 
23-32 (November 1) 1959. 


Acute Brain 
Syndromes 


With acute brain syndromes, dif- 
fuse impairment of cerebral function 
occurs. Delirium and other defects of 
sensorium are the most common man- 
ifestations, but delusions and other 
behavior disturbances may be super- 
imposed. Full recovery is expected in 
most, but not all, patients. 

Excluding delirium tremens and al- 
coholic hallucinosis, convulsive disor- 
ders, and drug or poison intoxication 
are most common causes. Circulatory 
disturbances, systemic infections, and 
head trauma are also important. The 
etiology is unknown in 13 per cent of 


patients at the onset, but carefu! study 
may reveal the cause for about half of 
the unexplained syndromes. 

Acute brain syndromes are most 
common in the fourth and fifth dec. 
ades of life. Men are affected more 
often than women. Patients are fre. 
quently disoriented, more often for 
time than for place. Memory impair. 
ment takes several forms. Diffuse loss 
of recent and remote memory and of 
immediate retention and recall may 
occur, but isolated defects in recent 
memory are just as frequent. Con. 
fabulation may also occur. Hallucina- 
tions are noted in slightly over half 
the patients and auditory hallucina- 
tions are more common than visual, 

Delusions are as frequent as hallu- 
cinations and ideas of persecution pre- 
dominate. The most frequent disturb- 
ance in affect is a shallow, constricted, 
or flattened feeling tone. Depression is 
the most common mood disturbance. 
Psychomotor activity is increased and 
anxiety and irritability may be ob- 
served. 

Acute delirium is not an innocous 
illness. While most patients recover 
during hospitalization, 20 per cent 
have persistent disturbances of orien- 
tation, mood, affect, and memory. The 
death rate is 12 per cent and the pa- 
tient is more likely to die if the cause 
is unknown. Wernick’s encephalopa- 
thy, frontal lobe abscess, tuberculous 
meningitis, and cerebrovascular acci- 
dents of unknown etiology may be 
found at autopsy examination of pa- 
tients. 

The differential diagnosis usually 
includes schizophrenia, delirium tre- 
mens, and alcoholic hallucinosis. The 
last may be particularly difficult to 
distinguish from acute brain sym 
dromes associated with convulsions 
and trauma, for many patients have 
an alcoholic background. Previous 
hospital admissions for delirium tre- 
mens or alcoholic hallucinosis and 
suicidal ideas and behavior may be 
noted. 

Combined treatment by several spe 
cialists may be necessary. Patienls 
with delirium due to systemic infec 
tions may not have fever, and symp 
toms in alcoholic patients may be 


(Continued on page 442) 
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Even in places like these, you could count on 


SYNTREX 


“‘dentistry’s best behaved silicate”’ 
Virtually unaffected by variations in climate, Syntrex performs 
smoothly in any dental office. It mixes completely in less than 
one minute, then “snap sets” in the cavity. Strength develops 
fast. And the filling stays put indefinitely, resisting “washout.” 


Direct matching . . . from bottle to slab to tooth . . . is another 
time-saver. 


An original achievement of C A U L rn research 
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ascribed erroneously to delirium tre- 
mens. A careful search for curable dis- 
ease should be made whenever a pa- 
tient with an acute mental illness ex- 
hibits impaired memory, orientation 
defects, somnolence, changing levels 
of consciousness, coma, and semi- 
coma. 


Farber, Irving J.: Acute Brain Syn- 
drome, Dis. Nerv. System 20:296-299 
(February) 1959. 


Unrecognized 
Myocardial 
Infarction 


The ante-mortem diagnosis of my- 
ocardial infarciion is frequently 
missed. Probably the most important 
reason for failure to recognize healed 
or acute infarct is the lack of pro- 
longed thoracic pain during the at- 
tack of angina pectoris. 

With healed infarcts, pain is report- 
ed almost twice as frequently by pa- 
tients who are seen repeatedly as by 
those who are examined only during 
the terminal illness, which is often un- 
related to the coronary disease. Often 
postmortem examination discloses 
gross myocardial scars and extensive 
evidence of coronary atherosclerosis. 

Thoracic pain accompanies most 
acute myocardial infarctions but fre- 


quently is neither severe nor pro- 
longed. It is, therefore, easily over- 
looked and forgotten by the patient. 
Awareness of pain may be blunted be- 
cause consciousness is frequently 
clouded during fatal myocardial in- 
farction. Impairment of cerebral cir- 
culation may result from concomitant 
infarction in the brain, diminished 
cardiac output, or hypotension after 
extensive hemorrhage, operation, or 
spinal anesthesia. Narcotics given for 
postoperative pain may mask cardiac 
pain. Also, fatal myocardial infarc- 
tion may occur during the course of 
uremia, diabetic coma, or other me- 
tabolic disturbance that impairs cere- 
bral function. 

Acute or healed infarcts are more 
frequently recognized ante mortem 
than are patchy and subendocardial 
lesions. Of the transmural infarctions, 
those located laterally are the ones 
most difficult to diagnose. Lateral and 
posterior subendocardial infarcts are 
most often missed. These differences 
in frequency of recognition are unre- 
lated to the incidence of pain. Likeli- 
hood of electrocardiographic diagno- 
sis is increased when infarction occurs 
anteriorly. 

The ratio of men to women is about 
the same for patients with recognized 
acute infarcts as for those with un- 
recognized acute infarcts. The average 
age of patients with unrecognized in- 


farcts is about four years great«r thay 
that of patients with correctly diag 
nosed infarcts. An old infarction does 
not facilitate diagnosis of a new ep). 
sode, particularly if the original jp. 
farct was not diagnosed. 

The predominant symptom at the 
onset of acute infarction among pa 
tients with correct ante-morte:n diag. 
nosis is chest pain. Nearly all patient 
with cardiac pain have had angin 
previously. Most of the patients with 
recognized lesions are at home at the 
onset of infarction. The diagnosis i 
most frequently missed in patients be. 
ing studied for other diseases and in 
postoperative patients. 


Johnson, William J.; Anchor, Rich 
ard W. P.; Burchell, Howard, B.; and 
Edwards, Jesse E.: Unrecognized My. 
ocardial Infarction, Arch. Int. Mei. 
103 :253-261 (March) 1959. 


Anesthetic 
Deaths 


Death in the operating room may be 
due to one of several possible causes. 
These include hemorrhage, shock, ba. 
sic disease, vagal reflex, anesthesia, 
and combinations of these factors. 

Death from hemorrhage usually 
poses no question as to the responsible 


(Continued on page 447) 


SUGGESTIONS 


(See pages 436 and 437) 


To: Clinical and Laboratory 
Suggestions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: 


CLINICAL AND LABORATORY 


Forms to be Used by Contributors 


Explanation of Procedure: 


Subject 


Sketch: 


Suggestions submitted cannot be ac: 
knowledged or returned. 


$10 will be paid on publication for 
each suggestion that is used. 
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factor. Rapid loss of blood is more 
harmful than the slow loss of an equal 
amount. The loss of a particular 


Genetic faults have been suspected. 
Environmental stresses have been 
mentioned. Nutritional imbalances 


pi amount of blood may be fatal if hem- have been considered. Whatever the 
in: orrhage is rapid. Slow loss of blood, ) causes it appears that death from coro- 
however, may cause only mild shock. n | es nary disease is reaching into the 
the Blood should be administered to the : g younger age brackets, particularly 
P? patient as fast as it is lost, since the among men. 
lag: HF object is to replace and maintain the An editorial in the Journal of the 
its normal volume of blood within the American Medical Association gives 
int HF vascular system. Diet and a summing up that represents the 
vith Shock is rarely a cause of deathin the Coronary Arteries paucity of knowledge on the subject of 
the J the operating room. Surgical shock is IN the past month two young men of _ vascular disease: 
Sis actually caused by a combination of my acquaintance have dropped dead “It should be some consolation to 
‘be T factors, of which blood loss is the from coronary occlusion. One was 40, _ those who like their work and its re- 
din ost important. If the replacement of the other 43. Neither had a history wards more than they do ice cream, 
blood during the operation is ade- that would suggest heart disease. butter, and eggs, that frustration may 
. quate, few instances of death are seen. These grim tragedies are occurring in do them no harm if they can learn to 
ick i Some patients die in the operating every community. In one issue of the _ live on fish, lean meat, fruit, and the 
and room as a consequence of a serious Journal of the American Medical As- low calorie vegetables, rather than po- 
My: disease which exists before the opera- sociation the deaths of three young _ tatoes and bread. For those who have, 
Mei. tion. The serious disease may be the physicians (ages 35,42, 46) from or who dread, coronary disease, it 
reason for the operation, or it may be coronary disease were reported. would seem that avoiding food which 
present in a patient who has an addi- What is the cause of coronary oc- nature provides for infants, calves, 
tional condition. An autopsy should clusion? Or causes? No one knows. (Continued on page 448) 
be obtained on every patient who dies 
inthe operating room. Often an other- 
wise unexplainable death may be 
1y be found at autopsy to have an undiag- 
UB nosed pathologic lesion as the respon- 
During the course of many opera- 
procedures, the condition of the 
ually patient may be adversely affected by 
sible “vagal reflexes.” In a few instances 
these reflexes have been considered as 
—_— ®@ the responsible factor in the death of 
a patient. 
The administration of an anesthetic 
causes important changes in the two 
physiologic systems which are most 
important for maintaining life, name- 
ly, the respiratory and circulatory sys- 
tems. Life can be maintained only 
with the constant and uninterrupted BEGINS! 
provision of -—9 to the vital or- Your vacation paradise ... amid swaying D , 
gans. The respiratory system is re- ona emp skies, and clear blue waters. ESERT 
sponsible for bringing oxygen to and 
through the alveolar membrane. The hospitality. 
circulatory system is responsible for ¢ Private white sand beach 
oxygen from the alveolar Pol, ANCE 
membrane to the vital organs. ¢ Coffee Pot ... for snacks or meals ; , 
ac: Anesthetics interfere with the func- Chuck Wagan for 
tion of the circulatory system by caus- e Nightly dancing e Gala entertainment | AT 
ing vasodilatation and by decreasing , , ST. PETERSBURG 
for the efficiency of the myocardium. In BEACH, 
(Co tinued yP ASA Write for colorful brochure 
page ) and rate folder 
DICE! SEPTEMBER | 96] 
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(ADVERTISEMENT) 


Myerson’s Dura-Blend Teeth 
Provide Accurate Shade Matches 


for Partial Cases 


The success of even the best made 
partial denture depends on how well 
you match the natural teeth in the 
patient’s mouth. Therefore, only teeth 
offering the utmost in shade accuracy 
and naturalness should be considered 
in partial work. 


6 Ways that Dura-Blend Shade 
Accuracy is Important to Your 
Practice 

1. Recent tests demonstrate that the 
Dura-Blend shade guide matches nat- 
ural teeth three times as often as the 
nearest competitive shade guide. 

2. Dura-Blend teeth provide the great- 
est consistency to their own shade 
guide. 

3. Shades are consistent from batch to 
batch. No matter when Dura-Blend 
teeth were made, they will match your 
Dura-Blend shade guide. 

4, The shade match you secure at the 
chair will remain a match in any light: 
daylight, fluorescent, or incandescent. 


Dura-Blend shade guide matches natural teeth 
three times as often as the nearest competitive 
shade guide. 


Dura-Blend teeth provide the greatest consist- 
ency to their own shade guide. 


5. Dura-Blend shade guides are con- 
sistent with each other. Your shade 
guide will match your laboratory’s 
shade guide. 
6. Dura-Blend. resin teeth match 
Myerson’s porcelain teeth so well that 
you can use any desired combination. 
The translucency and surface lustre 
of natural teeth are duplicated in Dura- 
Blend resin teeth. They harmonize so 
well with adjacent natural teeth that 
they proved 89% undetectable by 
dentists in tests conducted at state 
dental meetings. 


Superior Durability 

Dura-Blend teeth were the first to 
be made of cross-linked co-polymer 
resin. Their superior durability, proven 
in millions of successful cases during 
the past 13 years, has not yet been 
equalled. 

If you don’t have a Dura-Blend 
shade guide, write to: 


Myerson Tooth Corporation 
91 Hamilton Street, Cambridge 39, Mass. 


and embryonic birds might be far 
more effective than tranquilizers or 
‘slinking out of the race, unexercised 
and unbreathed’ in an attempt to avoid 
frustration. Since the most sedentary 
of all physicians, psychoanalysts, seem 
to have a high death rate from coro- 
nary disease, more exercise and less 
struggle with one’s past frustrations 
may also be recommended. 

“The final conclusion from our 
present knowledge is that stress, 
which was rated the prime factor in 
causing tabes, tuberculosis, scurvy, 
and many other diseases before the 
specific factor was demonstrated, 
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bears the same relation to athero- 
sclerosis. It accelerates the progress of 
a disorder; it may make the difference 
between latent and lethal manifesta- 
tions of many diseases, but it is not 
the cause of any of them. Stress hast- 
ens use of ascorbic acid by the adren- 
als; it reduces resistance to infections 
by mobilizing corticosteroid; it raises 
plasma lipid level and thus allows in- 
filtration of the intima and the forma- 
tion of clots in veins or diseased ar- 
teries. Diet certainly is the main fac- 
tor in achieving protection or in pre- 
disposing to early disability and 
death from clots in veins and from 


clots or plaques in arteries. Those who 
are habituated to diets rich in butter, 
eggs, and stall-fattened pork and beef 
know that the doctor’s job is to find 
a drug which will prevent trouble even 
on the richest diet. But until a safe 
way is found to change the metabo. 
lism of those prone to vascular disease 
so they can handle rich diets in the 
same way as people with no such 
weakness, doctors and even the food 
industry will have to consider the 
dietary control of vascular disease as 
a matter of primary importance.” 
Whatever the causes of coronary 
artery disease may be we can be rea- 
sonably certain that there are some 
things that modern man is doing in 
his everyday living that are destruc. 
tive to him. The first stressor that 
comes to mind is malnutrition. This 
kind of malnutrition is not from lack 
of food but from too much food of 
the wrong kind. As the Journal of the 
American Medical Association edi- 
torial suggests it may be unwise for 
man to live on the foods that were in- 
tended for infants and calves. Should 
man live on refined foods from which 
the protective nutrients have been re- 
moved? The principal eviscerated 
foods are white flour and white sugar. 
Should man live on foods that have 
been sprayed with poisons, injected or 
implanted with hormones and antibi- 
otics, treated with chemicals? 
Food, air, water are three things 
that all human life requires. We are 
poisoning all three and are thinking 
of ways to add more noxious elements. 
The people who raise their voices to 
protest against these forms of biologic 
pollution are reprimanded and as- 
sailed by the vested interests who have 
something to sell and by people (in- 
cluding college professors) who are 
subsidized in one form or another. 
With people dying too soon from 
the degenerative diseases it would 
seem more to the point to understand 
the cellular affairs of earth people in 
health and disease than to put a man 
on the moon. There are economic, $0 
cial, and biologic imbalances on this 
planet that need correction before we 
invade other planetary systems. 


(Continued on page 450) 
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anti-inflammatory 
treatment for 
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oral lesions 


Squibb Quality — 
the Priceless Ingredient 


‘PTEMBER 96] 


Kenalog Orabase 


a product of Squibb Research in Dentistry 


APHTHOUS STOMATITIS 


DESQUAMATIVE GINGIVITIS 


TRAUMATIC LESIONS 


STOMATITIS 


Squibb Triamcinolone Acetonide in Emollient Dental Paste 


clinically proved’” in aphthous stomatitis: denture stomatitis- erosive 
lichen planus recurrent ulcerative stomatitis >» desquamative gingivitis » sto- 
matitis * and in a wide range of traumatic lesions, such as denture sore spots. 


Kenalog in Orabase is an entirely new kind of preparation that provides a unique 
dual approach to the topical treatment of acute and chronic lesions of the oral 
mucosa. It combines a highly effective anti-inflammatory agent, Kenalog (Squibb 
Triamcinolone Acetonide)—a steroid regarded as possessing superior clinical 
effectiveness—with a new, soothing adhesive/emollient paste, Orabase. Relief is 
prompt. Because Orabase adheres firmly to moist oral tissues, the anti-inflam- 


matory benefits of Kenalog are sustained. Even acute, traumatic lesions usually 
heal promptly. 


Kenalog in Orabase is tasteless, odorless. It is supplied only on prescription in 
5 Gm. tubes, with each Gm. providing 1 mg. of Squibb Triamcinolone Acetonide. 


comments on safety: When Kenalog in Orabase is used as recommended 
systemic effects are most unlikely. Local reactions have been observed only rarely. 
However, when the dental patient has tuberculosis, peptic ulcer or diabetes, con- 
sultation with the patient’s physician should precede treatment with any steroid 
agent. The use of any topical steroid is contraindicated in herpetic lesions of 
known viral origin such as herpes labialis, intraoral lesions, such as primary 
herpetic stomatitis, and herpanginas. For complete information, consult package 
insert or write, Professional Service Department, Squibb, 745 Fifth Avenue, 
New York 22, N. Y. ‘Kenalog’® and ‘Orabase’ are Squibb trademarks. 


References: 1. Zegarelli, E. V., and others: Oral Surg. 13:170 (Feb.) 1960. 2. Zegarelli, E. V.; 
Kutscher, A. H., and Silvers, H. F.: J. Periodontol: 30:63 (Jan.) 1959. 3. Katz, E.; Zegarelli, E. V.. 
and Kutscher, A. H.: Ann. Dent. 19:40 (June) 1960. 
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AND NEY’S OWN TECHNICAL LEADERS 


Russ Seven =JOIN IN PAYING TRIBUTE TO 
AMERICA’S OUTSTANDING DENTAL 
LABORATORIES AND TO THEIR CON- 
TRIBUTION TO BETTER DENTISTRY 


John Adam 
16 years 


3 years 


\ Lou Andreatta 
Nf 19 years 


Since 1812 


THE J. M. NEY COMPANY 
HARTFORD 1, CONNECTICUT 


\ 


NATIONWIDE — NEY SALUTES 


NATIONAL DENTAL LABORATORY WEEK 
Sept. 24 to Sept. 30 


Ken Kennedy a 
49 years 


Athol Dickson a. 


ff % years 


HOME OFFICE 


Research: Dick Coleman, 42 years 
Denton Smith, 15 years 
Scott Brooks, 3 years 


Technical Dept.: Joe Ficaro, 21 years 


f Jim Cusick 
8 years 


Ed Glenn, 19 years i Ay 


“Charity begins at home” should be 
more than a trite expression. 


“Thank You’? Light 

We have just completed the usual 
Labor Day slaughter on the highways. 
Most of these misadventures were 
caused by inadequacies of the human 
personality. Few were the result of 
mechanical failures. 

It is encouraging to read that the 
Church of England has proposed a 
way to spread courtesy on the high- 
way—with a “thank you” sign that 
could be lighted with a button. We use 
horns and lights to show our displeas- 
ure, lungs to express our aggressions, 
but no one before has suggested a gad- 
get to use to express our thanks for 
courtesies extended in traffic. 

Discourtesy on the highway is an 
affliction that has spread wherever the 
motor car has appeared. The report of 
the Church of England applies to cus- 
toms in the United States as well as in 
Great Britain. 
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“The advisers branded young men 
in small delivery trucks as the most 
discourteous drivers, closely followed 
by middle aged men with an inferi- 
ority complex who drive worn out 
cars but refuse to admit the presence 
on the road of any better ones. 

“Third place went to ‘the stout, bald 
tycoon who has just bought an expen- 
sive car and thinks he also bought the 
entire highway.’ 

“*There is no particular glory in 
being able to drive an expensive car,’ 
the advisory concluded, ‘just as there 
is no shame in running an economical 
one. Real pride should come from 
standards of driving.’ ” 


“What Your Dentist 
Should Charge’’ 

The Redbook Magazine is not the 
usual place to turn for articles on den- 
tal affairs and fees. Under the rather 
ominous title “What Your Dentist 
Should Charge” the magazine ex- 
plored this subject. Although a dentist 


may quibble about some of the fees 
quoted (both too high or too low) the 
overall emphasis is on prevention and 
the economics of early dental treat. 
ment. For this sensible emphasis the 
editors of Redbook should be ap- 
plauded. 

It is unlikely that a dentist could be 
found who would disagree with this 
philosophy: 

“Patients can protect their pocket- 
books by overcoming their embarrass- 
ment about discussing fees in advance. 
When a dentist’s estimate is likely to 
run into more money than you can af- 
ford, there is no reason not to speak 
frankly with him—particularly since 
over a fourth of all dentists vary their 
fees according to patients’ income and 
ability to pay. 

“ ‘It’s patients, not dentists, who are 
embarrassed,’ says an official of a den- 
tal insurance plan. ‘Dentists don't 
mind discussing fees. They’d rather 
have a clear understanding and reduce 

(Continued on page 454) 
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GEST 


By M. MICHAEL COHEN, D.M.D., 
Assistant Clinical Professor of 
Oral Pediatrics, Tufts Univer- 
sity School of Dental Medicine, 


Boston, Mass.; Consultant in 
Dentistry for Children, United 
States Public Health Service; 
and 16 COLLABORATORS. Just 


Improve Your Skills and Techniques in Treating Pediat- 


ric Patients with the Help of this Comprehensive Book 


Just Published! 


New 2nd Edition 


Cohen 


PEDIATRIC DENTISTRY 


Many dentists have found that they 


can save valuable chair time by developing their ability to handle pediatric cases 
efficiently. The new 2nd edition of PEDIATRIC DENTISTRY can assist and 
guide you in perfecting your skills and techniques in treating children. Here in one 
single volume is all the information you may need to cope with any pediatric situa- 
tion—from the most modern, practical procedures for handling routine cases to ex- 
plicit instructions for coping with the special and unusual problems that every dentist 


encounters occasionally. 


dontist, M. Michael Cohen, D.M.D., and 16 collaborators, 


Written by the well known pedo- 
is book is the most com- 


plete volume on the subject in print. The new 2nd edition has been extensively re- 
vised, and it now includes a new, well illustrated chapter on operative dentistry; new 
information on periodontal disturbances in childhood, including a detailed method 
of treating gingivitis; practical discussions of simple appliances which can be used 
to maintain the dental arch and prevent malocclusion; and a timely summation of 
the most modern methods for the care and treatment of the handicapped child, in- 
cluding medication and operating room anesthetic. 


Examine this Book on 30 Day Approval! 


THE C. V. MOSBY COMPANY 
3207 Washington Bivd., St. Lovis 3, Mo. 
Dear Sir: 


| accept your offer to examine a copy of the new 2nd edition of Cohen. PEDIATRIC DEN- 


TISTRY, priced at $15.00, on 30 day approval without charge or obligat 


on. | understand 


that if my remittance is enclosed, | will save the shipping charges. 


[] Payment enclosed 
(Same return privilege) 


[] Charge my account 
L] Open a new account for me 


published. 2nd edition, 570 D.D.S 
pages, 634,” x 93/4", 412 illus- eee . 
trations. Price, $15.00. Address ....... Ty 
DD-9-61 

See page 441 D.D.9 | See page 448 D.D.9 | See page 451 D.D.9 

Tue L. D. CAuLK Co. Myerson ConPoraTion LEDERLE LABORATORIES 

Mitrorp, DEL. Peart Rivers, N.Y. 


Please send information on Syntrex. 
Dr. 


D.D.9 


See pages 444, 445 

E.R. Souips & Sons 

145 FirrH Ave., New York 22, N. Y. 
Please send me .. Broxodent @ $14.85. 


See page 446 
Tae S. S. DENTAL Mee. Co. 
PHILADELPHIA 5, Pa. 


Please send information on S. S. White 
orden Airotor. 


D.D.9 


See page 447 
Tae Desert RANCH 
St. Pererspurc BEACH, FLA. 


Please send brochure and rate folder. 


Address 


EPTEMBER 196] 


9] HAMILTON St., CAMBRIDGE 39, Mass. 
Please send me additional information. 


Address ..... 


See page 449 D.D.9 
PROFESSIONAL SERVICE DeEPT., SQUIBB 
745 Firtu Ave., New York 22, N.Y. 


Please send information on Kenalog in 
Orabase. 


See page 450 D.D.9 
Tue J. M. Ney Co. 


Hartrorp, Conn. 


Please send information on Ney Golds. 


Please send information on Gevral. 


City 


D.D.9 


See page 454 

PERFECTONE Co. 

2300 E. OAKLAND Park BLvp., 

Fort LAUDERDALE, FLA, 
Please send free literature and price list. 

Dr. 


City 


D.D.9 


See third cover 
Cook-WalTe Lasporatoriss, INc. 
1450 Broapway, New York 18, N.Y. 


Please send samples and information con- 
cerning Carbocaine. 


Dr. 


City 


D.D.9 


See fourth cover 
Tue Dentists’ Supp.y Co. or N.Y. 
York, Pa. 


, Please send Trubyte Slide Library Cata- 
og. 
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“"Nerfectone 
PLIABLE PLASTIC MOLDS 


Full Pontics—Anterior and Posterior Ve- 
neer Molds in medium and large cusps. 
Cusps and Core Molds for Porcelain 
and Acrylic Bridgework. 


Used Successfully by Thousands 
ef Dentists and Laboratories 


Write for FREE 
illustrated Literature and Price List 


PERFECTONE COMPANY 


2300 E. Oakland Park Bivd. 
FORT LAUDERDALE, FLORIDA 


ADDRESS 
CHANGES 


When you change your 
address, please allow six 
weeks for your notice to 
use to become effective. 
Always include old ad- 
dress with new address. 
Your postal zone number 
should be shown as this 
not only helps the post of- 
fice but speeds delivery of 
mail. Send address chang- 
es to: 


DENTAL DIGEST 


1005 Liberty Ave. 
Pittsburgh 22, 
Pennsylvania 


MEDICINE AND THE 
BIOLOGIC SCIENCES 


(Continued from page 447) 


little effect, whereas seriously ill pa- 
tients exhibit profound changes. The 
effects of anesthetics on the respira- 
tory system are seen far more often 
than those on the circulatory system. 


Jacoby, Jay J.; Wooley, Andrew; 
Ray, Hugh L.; Muller, Harold; and 
Welch, C. Merle: Role of the Family 
Doctor in Preventing Anesthetic 
Deaths, M. Times 87 :761-766 (June) 
1959. 


CONTRA-ANGLES 
(Continued from page 450) 


the chances of not being paid later.’ 

“Nor, in view of the startlingly wide 
price ranges that exist, is there any 
reason a patient should not consult an- 
other dentist if he feels an estimate is 
too high, or at least ask his own den- 
tist whether or not the work could be 
done adequately and more cheaply if 
different materials were used. 

“Most important of all is to keep in 
mind that the real savings in dentistry 
come through prevention. A small an- 
nual expenditure of time and money 
each year for x-rays, prophylaxis and 
fluoridation treatments (when neces- 
sary) will do away with much of the 
need for costly corrective dentistry. It 
is far cheaper and easier to avoid den- 
tal trouble than to suffer with it and 
pay for it.” 

Years ago when my oldest daughter 
was 9 she volunteered to help me write 
a paper on practice management that 
was to be read before the American 
Dental Association. I have never 
found anyone who could improve on 
the advice that she gave dentists on 
how to treat their patients: “Give 
them good care on their teeth, not to 
charge them too much, not to cheat 
them in any way.” 

A friend of mine who heard me at- 
tempt a 40-minute enlargement on this 
advice told me that I should have sat 
down after I read my daughter’s sin- 
gle sentence statement. He was right! 

—E.J.R. 
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